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T HE many forms of bandages and apparatus which have 
been devised for the treatment of fractured clavicle 
simply bear witness to the fact that our means of treating this 
troublesome accident are not as yet perfect, and anything that 
will tend to elucidate the subject and thus lead to better re¬ 
sults is worthy of consideration. Some time ago, having had 
a case of posterior dislocation of the acromial end of the clavi¬ 
cle, I was impressed with the advantages of not only effecting 
a reduction in the recumbent position, but of applying the re¬ 
taining dressing at the same time. The success which followed 
the procedure in that case (reported in the Annals of 
Surgery, May, 1S87), induced me to apply the same method 
to fractures of the clavicle. The ease with which most of the 
deformity tvhich is present in fracture of this bone disappears 
when the patient lies fiat on his back, is well known. The ob¬ 
ject aimed at was to apply a dressing that would retain the 
parts in as near the position which they occupied when the" 
patient was on his back as possible. To effect this a plaster- 
of-Paris dressing was used. The procedure at first adopted 
was to make the patient lie flat on his back and place into the 
hollow above the clavicle, above and to the inner side of the 
seat of the fracture, a small hard roll of patent lint. This was 
kept in place by a couple of adhesive straps crossed over the 
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shoulder. The whole shoulder was then covered with a double 
layer of lint, over which several layers of gauze, well impreg¬ 
nated with plaster-of-Paris cream, were placed. A pad was 
next placed in the axilla, and the whole firmly bandaged with 
a Desault bandage. The patient was kept on his back until 
the plaster had firmly set. 

My object in this dressing was to make a mold for the af¬ 
fected shoulder in which the clavicle laid in a groove supported 
in its entire length. 

The plaster having hardened while the patient was in a re¬ 
cumbent position, a mold was formed of the parts while the 
fracture was in the best possible position, and it retained this 
form even when the patient was allowed to rise. 

For a short time after the application of the dressing things 
went on well, but I soon found that the muslin bandages used 
failed to insure sufficient immobility of the parts, and conse¬ 
quently, the shoulder dropped, and the common angular de¬ 
formity showed itself. When, after several trials, I found this 
to be the case, I modified the dressing by adding plaster-of- 
Paris bandages to the muslin ones, and the results immediately 
improved. The dressing eventually adopted was applied 
as follows : The patient being placed on his back on a hard 
level-surface, with no pillow for the head, as good a reduction 
of the deformity as possible was made. A small hard roll of 
lint was then placed above the outer extremity of the inner 
fragment immediately above the seat of fracture, but not press¬ 
ing on the pointed extremities of the bone. A pad large 
enough to keep the arm well away from the side, but not hard 
enough nor of sufficient size to act as a fulcrum and pry the 
shoulder outward, was placed in the axilla. The shoulder, 
elbow and opposite healthy axilla were then carefully covered 
with a layer of cotton. The patient being partially raised 
by an assistant, the arm of the affected side was bound to the 
body with a muslin bandage, the turns beginning above and 
descending to the elbow. With another bandage the third 
roller of Desault was applied, the initial extremity being placed 
in the sound axilla and the roller carried across the back, over 
the affected shoulder, down in front of the arm, beneath the 
elbow, and back to the healthy axilla. Crossing at this point 
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the initial extremity, the roller was carried across the front of 
the chest over the affected shoulder, down behind the arm be¬ 
neath the elbow, and back to the healthy axilla. These anterior 
and posterior turns were then repeated with a plaster bandage, 
and the dressing finished by a series of circular turns around the 
body. The hand was placed in a sling hanging from the neck, 
and the patient kept quiet on his back until the plaster had 
hardened. He was instructed to return at once if the dressing 
was uncomfortable, but othenvise to present himself in a week. 
On his return the dressing was examined, and if the plaster 
bandage with its edges had irritated any part, additional cot¬ 
ton was tucked in between it and the body. He was then dis¬ 
missed for another week. On his return, the bandage having 
been on continuously for two weeks, it will be desirable to in¬ 
spect the parts and renew the cotton beneath. With a saw 
and scissors the plaster bandage is opened on the side beneath 
the healthy axilla and the whole dressing removed, the patient 
being on his back. The surface is then cleansed with soap 
liniment and any irritated parts dusted with powdered oxide of 
zinc or covered with zinc ointment spread on lint, the small 
pad over the clavicle is inspected and clean cotton reapplied. 
The original plaster dressing is then replaced, and, while being 
held shut by an assistant is confined by turns of a plaster ban¬ 
dage passed circularly around the body. This second dressing 
may be allowed to remain on an additional two weeks, alter 
which a handkerchief dressing, such as that of Mayor or Gos- 
selin, may be used if desired. If, at the end of the first two 
weeks, the plaster dressing is much broken, it may be desira¬ 
ble to apply a new one. 

This dressing is not intended as a universal bandage for all 
fractures of the clavicle, but rather for those obstinate cases 
which occur in youths sometimes, and usually in adults, in 
which the fracture is complete and the tendency to angular 
deformity from dropping of the shoulder marked. Its object 
is to raise and keep the lowered external fragment up to and 
level with the internal one, and it does this better than any 
other dressing I have tried. One is led to believe, from the 
good results claimed by confining the patient to bed, that in 
order to reduce the deformity completely, it is only necessary 
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to place the patient flat on his back. This may be the experi 
ence of some, but it certainly is not mine. Time and time 
again have I placed patients in the recumbent position and at¬ 
tempted a complete removal of the deformity, but it is com¬ 
paratively rarely that I have been successful. The angular de¬ 
formity can sometimes by this means be completely or almost 
completely reduced, but if the fracture is a bad one, there 
will almost always be, in spite of anything that can be done, a 
slight overlapping of the fragments. The point of the shoulder 
is kept out and away from the body by the clavicle, and when 
this is broken the muscles connecting the upper extremity 
with the trunk and the tissues which surround and are attached 
to the clavicle, particularly the subclavius muscle, all tend to 
draw the outer fragment inward, and I have yet to discover 
some means of obviating this. The attempt of Desault to do 
this by placing a pad in the axilla and prying the shoulder out 
is almost universally regarded as failing to accomplish the ob¬ 
ject, and for that reason in my dressing it is not attempted, but 
a pad of such a size is used as will, first of all, prevent the arm 
and chest from coming into contact and thus becoming irri¬ 
tated; and, secondly, as will prevent the arm from being drawn 
still further inward than it is when the patient is flat on his 
back. 

The pad over the inner fragment must be nicely adapted and 
not too large. It should be large enough to a little more than 
fill the normal hollow which exists at this point. 

The cotton should be spread over every part that is liable to 
become irritated by friction of the bandage, so that, usually, I 
envelop the chest in a thin broad layer in front and behind, 
with a thicker layer beneath the healthy axilla and the elbow 
and forearm of the affected side. This must be so carefully ap¬ 
plied that the surgeon will feel perfectly secure in leaving the 
dressing on two weeks without the expectation of finding any 
serious excoriations on its removal. If so desired, a pad of cot¬ 
ton may be placed on the sound shoulder, and a few additional 
turns made,over it and beneath the elbow of the affected side. 

I have been trying this mode of treatment for the past two 
years, and as I see about twenty cases of fractured clavicles a 
year, have had a fair opportunity of testing it. The conclusion 
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I have come to in regard to it is that in those marked cases 
with a tendency to angular deformity, I can obtain better re¬ 
sults with it than with other dressings. 

I do not intend to claim that by its means many cases can 
be cured without deformity, but to present it as an affective 
means of obviating the tendency to angular deformity. In only 
one of my adult cases would I be willing to state that it got 
well without any deformity. In this patient the angular de¬ 
formity was marked, but the fracture being more transverse than 
usual, there was little or no overlapping. In another case, that 
of a thin angular young man with an oblique fracture of the 
middle of the bone, consolidation took place without any an¬ 
gular deformity whatever, but on the back of the bone a small 
sharp angle showed where there had been some overlapping of 
the fragments. This case was a crucial test of the method be¬ 
cause, on account of the thinness of the subject any deformity 
could at once be detected, and the fracture was one of the 
worst kind, being complete with overlapping and very marked 
deformity. In neither this nor many other of my cases, when 
the fracture was a marked one and oblique, could I by any de¬ 
vice reduce the deformity absolutely—there would be small 
projections, either on the front or back of the bone which 
showed that overlapping still persisted. 

In my last case, a young girl, treated by this method, the 
last part of the treatment was conducted by Dr. Henry Denver, 
and he informed me that she recovered without any angular 
deformity whatever, but that there was some shortening of the 
injured bone as compared with the opposite one. This was 
undoubtedly due to overlapping, proof positive of a complete 
fracture. 

In cases of children and others in which from the situation or 
character of the injury, the tendency to angular deformity is 
not marked, of course other methods of treatment will yield 
satisfactory results. The use of plaster-of-Paris dressings in 
the treatment of these cases is not presented as anything new 
but it is the principle of effecting as complete reduction as 
possible while the patient is on his back, and the application 
of the dressing while in this position, that is submitted lor 
consideration. 



